remove, the interior of the cyst being uniformly smooth and glistening; nor do I plug the cavity with gauze unless to arrest hbemorrhage, or to give some comfort to the patient, and, under these conditions, the gauze can usually be removed after a few hours.
The after-treatment consists in syringing or irrigating the cyst cavity with non-irritating antiseptics, in fact, in mechanically cleansing the cavity. I suggested these principles of treating a dental cyst, over ten years ago, and incorporated them in a paper, which appeared in the Royal Dental Hospital Annual Reports for 1912.
FIG. 3.
Showing a mandibular dental cyst arising from a molar tooth (diagrammatic). 1, Reflection of mucous membrane on to cheek; 2, reflection of mucous membrane on to tongue; 3, molar tooth; 4, cyst; 5, lower margin of jaw; 6, sublingual fold or fringe.
Mr. E. C. HUGHES. I have recently had under my care two cases of cystic expansion of the ascending ramus of the mandible, due to dental cysts. As I believe such cases to be uncommon, I have taken advantage of this opportunity of recording them. Case I.-An edentulous woman, aged 55 (approx.) was sent to me on account of a swollen left cheek. In 1911 she underwent an operation on the jaws for the same condition, and was temporarily relieved, but for some time the cheek had been swelling again on the inner side of the cheek; running on to the anterior margin of the ascending ramus of the mandible was a linear scar, while below and above it, the ascending ramus was considerably expanded, the expansion extending into the molar region of the horizontal ramus. The expansion was apparently completely covered by bone, except at two points, where the cyst cavity appeared to be completed by the mucous membrane of the molar region. The two skiagrams (figs. 1 and 2) show the expansion of the entire ascending ramus and of the posterior molar region.
Case II.-An edentulous woman, aged 35, was sent to me on account of a swollen right cheek. The swelling was so conspicuous in this case, that it had been diagnosed as a parotid tumour. The expansion of the ascending ramus FIG. 3. and posterior molar region was far greater than in Case I, and its capsule or limiting wall contained very little bone, and it was easy to obtain fluctuation between the oral and cheek portions of the expansion. The skiagram (fig. 3) shows the expansion in the lateral view (the anterior margin of the ascending ramus showed so faintly in the photograph, that I have accentuated it with an ink line).
I have no doubt that both these cases are examples of dental cysts arising in connexion with a molar tooth: they both gave a history of acute inflammatory trouble in the years preceding the development of the expansion of the bone, the skiagrams show no developmental errors, and their formation is in every way comparable to a dental cyst elsewhere.
Both of these cases were operated upon by an external incision, as it seemed to promise a rapid-easy way of removing not only the cyst, but also the external projection of the cyst, i.e., the swelling of the cheek, which led both patients to seek advice. The alternative method of treatment, an incision through the mucous membrane, meant a long and tedious after treatment, for these large cavities would require many weeks' attention of frequent syringings and cleansings, with the possibility of necrosis of bones and no certain promise of removal of the facial deformity.
The operation consisted of an incision under the mandible, parallel with the insertion of the masseter. The position of the cervical branch of the facial nerve must be remembered. In both my cases it was damaged, as evidenced by a 'drooping of the angle of the mouth. In both.cases this weakness has now passed away, so it is probable that the branch was merely bruised. The incision must be well under the jaw to avoid this branch, for the chance of permanent damage to it is the only objection to the external incision. The masseter and periosteum were carefully raised from the ascending rantus until a large area of the cyst wall was exposed: the outer part of this was carefully cut away and the dental cyst lay exposed. As in both cases the cyst wall was completed by or was closely adherent to oral mucous, membrane, the cyst could not have been dissected out intact, as the dissection would certainly have opened the mouth cavity. The cyst was then incised and the greater part of the epithelial lining removed, except where it was adherent to oral mucous membrane. In these situations the lining can be destroyed by some such means as carbolic acid. The resulting cavity was filled by a fat graft; as it lessened the chance of a hematoma. The subcutaneous tissues and platysma were sutured, after replacement of the reflected flap and the skin incision closed by a subcuticular suture. In both cases recovery was rapid, and healing was complete in ten days.
Mr. MONTAGU HOPSON.
With regard to cysts occurring in the ascending ramus of the mandible to which Mr. Hughes has referred, and in the treatment of which I have been associated with him, I would merely offer this
